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In this issue of World Psychiatry, we publish several pa-
pers which are relevant to the ongoing process of revision of
the two main diagnostic and classification systems we have
in the field of psychiatry: the ICD-10 (chapter on mental and
behavioural disorders) and the DSM-IV.

It is clear at this stage that the two revision processes are
pursuing objectives which are in part different. In the case of
the ICD, the main objective is to improve the public health
utility of the system, and in particular its usability by a range
of health professionals. In the case of the DSM, the main
objective, or one of the main objectives, is to make the clini-
cal characterization of each patient more comprehensive, by
adding several dimensions to the categorical diagnosis.

In spite of these partially different (and potentially diver-
gent) aims of the revision processes, an effort is being made
to “harmonize” the two diagnostic systems. They will prob-
ably share at least the same “metastructure” and use the
same nomenclature to denote the main diagnostic catego-
ries. However, a major difference will remain the fact that
the ICD-11 will be based on narrative descriptions of the
various mental disorders, whereas the DSM-5 will provide
operational diagnostic criteria.

In the WPA-WHO Global Survey, whose results appear
in this issue of the journal (1), over two-thirds of the par-
ticipants (practising psychiatrists) maintained that a diag-
nostic system based on clinical descriptions is more clini-
cally useful than one based on operational criteria. The pro-
portion of DSM-IV users endorsing this position was even
slightly higher than that of ICD-10 users. A reflection on the
advantages and disadvantages of the two approaches seems
therefore timely, and will be the theme of a Forum which will
be published in a forthcoming issue of the journal. Some
preliminary considerations may be meanwhile useful.

The development of operational diagnostic criteria for
mental disorders in the 1970s was a response to serious con-
cerns about the reliability of psychiatric diagnosis. Initially
intended only for research purposes, the operational ap-
proach was subsequently proposed also for ordinary clinical
practice by the DSM-III. That this approach increases the
reliability of psychiatric diagnosis in research settings is now
well documented. Much less clear, even in the US, is wheth-
er the approach is commonly used by clinicians in ordinary
practice, thus really resulting in an increase of the reliability
of psychiatric diagnosis in clinical settings. It has been, for
instance, reported that several US clinicians have difficulties
to recall the DSM-IV criteria for major depressive disorder

and rarely use them in their practice (e.g., 2). Furthermore,
some of the DSM-IV cut-offs and time frames have been
found not to have a solid empirical basis (e.g., 3) and to
generate a high proportion of sub-threshold and “not other-
wise specified” cases (e.g., 4).

More in general, it has been maintained that a “prototype
matching” approach is more congruent with human (and
clinical) cognitive processes than a “defining features” ap-
proach (e.g., 5). The spontaneous clinical process does not
involve checking in a given patient whether each of a series
of symptoms is present or not, and basing the diagnosis on
the number of symptoms which are present. It rather in-
volves checking whether the characteristics of the patient
match one of the templates of mental disorders that the cli-
nician has built up in his/her mind through his/her training
and clinical experience.

Moreover, some recent research focusing on various
classes of mental disorders (i.e., personality disorders, eating
disorders, anxiety disorders) suggests that a diagnostic sys-
tem based on refined prototypes may be as reliable as one
based on operational criteria, while being more user friend-
ly and having greater clinical utility (e.g., 6).

The issue, however, is more complex than it may appear.
In fact, while it is probably true that many clinicians have
difficulties to memorize, recall and correctly apply opera-
tional diagnostic criteria, it should not be taken for granted
that they will not have problems to memorize, recall and
correctly apply prototypes proposed by a diagnostic system.
Many clinicians are reluctant to change the templates of
mental disorders they have built up in their mind along the
years. Being influenced by those templates, they may selec-
tively catch or recall the various features of a prototype, or
may read in a prototype description elements which are not
actually there. Moreover, the expectation that a given pa-
tient will present the various components of a prototype may
lead the clinician to infer the presence of clinical aspects
which do not actually appear in that patient. Finally, a clini-
cian may conclude that a patient matches a given prototype
because several elements of the prototype description are
present, while another clinician may conclude that the same
patient does not match that prototype because some other
aspects are absent. These are indeed the biases that the op-
erational approach aimed to correct, and the risk of a return
to the diagnostic chaos preceding the publication of the
DSM-III should not be overlooked.

So, there are potential advantages and disadvantages in
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both the “prototype matching” and the “defining features”
approaches to psychiatric diagnosis. It is auspicable that re-
search following the publication of the ICD-11 and DSM-5
will assess these pros and cons systematically, guiding fur-
ther developments in psychiatric diagnosis and classifica-
tion. This will more probably occur if those systems will
exploit the full potential of the two approaches, i.e., if the
ICD-11 will provide paragraph descriptions of the various
mental disorders which are not less precise and detailed
than the DSM-IV lists of symptoms, and the DSM-5 will
propose cut-offs and time frames which have a reasonably
strong empirical basis.
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